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ABSTRA This study continued to replicate and extend research 

dealinq with children's perceptions of vulnerability to health 
problems. Responses of 774 children, 8 to 17 years old, to 15 , 

questions about the likelihood of encountering various health 
problems confirmed previous results indicating that perceived 
vulnerability is consistent across health problems. Perceptions o 
vulnerability were predictably less consistent in younger children 
than in older ones. Moreover, a consistent pattern of expectancie 
was found that was not affected by age, sex, or 

measured in terms of area of residence. These results have reUvance 
for public health professionals concerned with the content and timing 
of educational programs. Evidence continues to suggest that health 
educators interested in heightening children’s perceptions of 
vulnerability, as a first step in shaping or 

behaviors, might find it appropriate to deal with a chi^d s entire 
set of such perceptions rather than with the , 

particular problem. There is some evidence that suggests that dental 
health education programs be included in a comprehensive health 
education program. (Author/DB) 
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U S. DEPARTMENT OF HEALTH. ^ 

EDUCATION & WELFARE 1 

OFFICE OF EDUCATION 
THIS DOCUMENT HAS BEEN REPRO- 
DUCED EXACTLY AS RECEIVED FROM 
THE PERSON OR ORGANIZATION ORIG- 
INATING IT. POINTS OF VIEW OR OPIN- 
IONS STATED DO NOT NE(iESSARILY 
REPRESENT OFFICIAL OFFICE OF EDU- 
CATION POSITION OR POLICY. 

Cons.Ls tc-noy in cliildren’s porcoptions of vulnerability to 
health prob.U’ins. 

David S. Gochiiiaii, Pli.D. 

Rober t A. Ba|.rranilaii , D.D.S., Dr.P.H, 

Aubrey Sheiliani , B . D . S . , Pli . D . 

Ajre , sex, and socio-economic factors are usually considered 
to Ik' powerful determinants of most behaviors tliat concern health 
professionals and social scientists. But the researcli process is 
often so eommi tti’d to Linear tliin,^ differences accounted lor by 
Liiesc factors, tliat important underlying similarities are over- 
looked. Yet those similarities may have importance in planning 
successful healtli education programs and in increasing the 
utilization and effectiveness of health services. 

Earlier research conducted by the senior author (1, 2) 
revealed that children and young adults exhibit consistency in 
Liieir expectancies of lieaJth problems in two ways: 1) the 

degree to whieli a clii3-d expects some one specific illness, 
accident, or otlier health problem is related to the degree to 
\diieh he expects otlier such problems and 2) the degree to 
which some specific health problem is expected by one age-sex 
group is markedly related to tlie degree to which it is expected 
by other age-sex groups. Studies conducted in 1967 and 1968 
established, replicated , and extended these observations, but 
did not explore the effects of socic -economic differences on 
the consistency of these patterns. Moreovjr, the collaborating 
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autliors suggested the possibility of determining who tlier such 
consistency also extended to the area of dental problems. 
Aeeordingly , one major goul oJ:’ tliis study was tlic examj.nation 
of the efi'eets of soeio-economic status as well as those of 
sex and age, on a variety of health and dental problems. 

In addition, several psychological theories of cliild 
development suggest that younger children exhibit less inter- 
dependence in their belief systems than do older ones, i.e., 
a lesser degree of relationsliip among component beliefs. A 
major goal of this study was a closer examination of the 
derivative hypotliesis tliat younger children manifest less con- 
sistency in their expectancies of health problems than do older 
ones . 

SUBJECTS AND METHOD 

A sample of 77 h children was obtained through the school 
system of a large Great Lakes area city. At grade levels 3 
tlirough 6, one class was obtained in each of four schools, two 
located in innercity and two in non-innercity areas „ For grades 
7 through 9, two classes at each level were obtained in an 
innercity junior higli school and two were obtained in non- 
innercity junior liigh school. Of these children, 429 were 
white and 321 were non-white (data were not available for 24); 
402 lived in non-innercity areas and 372 lived in the innercity. 
Virtually half (397 , 51.3%) were male and half (377 , 48.7%) 
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wcjrc i'lMiKilt! , A tolriJ.1 oj 28 cJ-i-iysc’s , four ut tvich of scvon 
yraclcj Icvols was thus obtainocl. 

Hcaltli and dontal problem expectancies were assessed 
tlirough the responses to a series of 15 questions, such as 
"Wliat chance is tliere of your getting tlie flu during this 
next yeai"’?” Ihc expectancies dealt with a bad accident, a 
rasli, fever, hoving a tootli pulled, a sore throat, flus a 
toothacJie, a cold, bleeding gums, an upset stomach, missing 
a week of school because of sickness, a cavity, a bad head- 
ache, breaking or cracking a tooth , and cutting a finger 
accidentally. Tliese health problem expectancy questions were 
interspersed with 8 others relating to other aspects of the 
children’s lives; for example, "Wat chance is there of your 
playing with your friends during this next year?" 

For each item, a youngster was Instructed to select one 
response from among 7 alternatives that best expressed his 
expectancy: no chance, almost no chance, a small chance, a 

medium chance, a good chance, almost certain, or certain. The 
items and the response alternatives were selected so that they 
were appropriate for the entire age range of the sample , and 
the instructions were designed so that even the youngest sub- 
ject understood the task and the continuum of responses. Pilot 
work had revealed that the question format and response alter- 
natives used earlier in the 1967 and 1968 studies (1, 2) liad 
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to be revised before tliey eouJ.d bo suitable for tlic sample used 
i.n tlie present study. Our researcli staff was satisfied that 
with tlie present Lorinat even the youngest ehildren understood 
tlie instruetions well enougli to answer the questions appro- 
priately. 

Tlie responses were seored from 1 for the ”no chanee” 
alternative to a maximum of 7 for a response of "certain.” 

Hie questionnaire was administered during regularly 
scheduled class time. The potential subjects were assured of 
confidentiality and anonymity , and were permitted to decline 
to participate if they wished. In all classes, to insure 
standardization, we read each item aloud. Tlie sessions generally 
lasted from about 35 minutes for the higher grades to nearly 55 . 
minutes in the lower grades. 

RESULTS 

Consistrenev in health problem expectancies . 

Pearson product -moment correlation analyses (3, eh. 8) 
were performed' to determine the relationships between a cliild’s 
expectancy of one liealth problem and his expectancies of others . 
In 101 of the total of 105 possible pairs of expectancy items 
the correlations were statistically significant; 96 of these, 
beyond the .0005 level of confidence. Furthermore, when dental 
problems and non-dental problems were viewed separately, res- 
ponses to all of the ten possible pairs of dental items and 
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all of tiu! MS possible pairs of non-dental Items, showed 




correlations significant beyond tlie .0005 level, 

IVlien the sample was subdivided Into innerclty and non- 
innereity groups, tlie significance of these correlations remained 
virtually the same: among innercity children, 101 pairs of 

expectancies were significant; among non-innercity children, 

99 pairs were significant. In addition, among boys, 98 
correlations remained significant; among girls, 96. Among 
children under 12, 99 remained significant; among those 12 and 

over, 95. 

Although in prior studies (1, 2) the senior author used 
10 years of age as a cutting point, the present sample was 
soniev\;hat older and age 12 was used to split the sample into 
younger and older subgroups. There were 357 children under 
12 years of age, and 393 who were 12 or older (age data were 
missing for 2il). 

Correlation matrices are interpretable primarily in terms 
of overall consistency in a sample, but they do not readily 
allow comparisons of the level of consistency between different 
groups, and tlie slightly higher number of significant correla- 
tions that appear in children under 12 says nothing about the 
relative magnitudes and distributions of the sample correlations. 
To test the hypothesis that the degree of consistency in younger 
children is in fact lower than that in older children, a more 
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])rccisc’ nK-'usurG of i.iicliv id uo.1 consistoiicy Js required. An 
a]jpropriaL-c! measure is obtained by using an average deviation 
score: a composite health problem expectaney seore is obtained 

by eoiiij)uting tlie mean ol tlie cliild’s 15 ind ividual expectancy 
scores, deriving tlie absolute values of tlie diriercnees between 
eacli specific seore and this composite, avcragiii;': these absolute 
differences and using tills average as a measure of consistency. 

IVlicre a child’s several responses were close to his composite 
score, this average of absolute differences would be low; where 
the several responses varied widely around the composite score, 
the average absolute difference would be high. Tlius a relatively 
high deviation score reflects relatively low consistency and a 
relatively low absolute deviation score reflects relatively high 
consistency. Composite expectancy scores and consistency scores 
were also computed separately for dental and non-dental problems. 

Tlie mean consistency score for children under 12 was 1.37; 
that for children 12 or older was 1.24. A t-test analysis (3, ch. 7; 
4, ch. 10) revealed this difference to be significant (t=3.42, 
p <.0005). Similar analyses were performed separately for innercity 
and non-innercity children. Among innercity children the consis- 
tency score for those under 12 was 1.41, for those 12 or older, 

1.26; among non-innercity children the mean consistency score for 
tliose under 12 was 1.34, for tliose 12 and older 1.22. In each 
instance there was a significant difference between the two 




6 



7 



(t=2.Lt-5 and 2.L1-3, respectively; pss.Ol). Relatively less con- 
sistency exists within the younger ehild’s expectancies than 
witliin tlie expectancies of older children. No significant differ- 
ences in overall consistency scores were observed between inner- 
city and non-innercity cliildren. 

Consistency in patterns of expectancy . 

The mean expectancy levels within the entire sample for each 
health problem are presented in Table 1. The children perceived 
breaking or cracking a tooth as least likely among all the health 
relevant events and having an upset stomach as most likely. The 
consistency of this pattern of expectancies was determined by rank 
correlation analyses. 

Table 2 shows the mean scores for each expectancy for young- 
sters under 12 years of age and for those 12 and older, as well 
as the ranks assigned to each mean. Tlie rank-order correlation 
coefficient (5, ch. 9) for these two sets of rankings was . 97 , a 
figure indicating nearly perfect agreement between the rankings 
of the two age groups (p <.01). Table 3 presents the mean expec- 
tancy scores for each question by sex; the correlation computed for 
these two sets of rankings was .95, again indicating extremely high 
agreement (p<.01). Table 4 presents the mean expectancy scores by 
area of residence; the correlation computed between these two sets 
of rankings was .84, indicating marked agreement (p <.01). To 
determine whether the same pattern existed when age, sex, and area 
of "residence were considered conjointly, the sample was divided fur- 
ther into 16 groups according to sex, area of residence , and four levels 
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of ugf (umk.M' 10 yccirs, IQ-ll, 12-i::5, I'l and older). Table 5 
presents tJiese rankings. T]ie coeffieient of agreement (5, eh. 9) 
was .79 indieating marked agreement among 16 different sets of 
rankings 0:^ -^.001). 

Interesting differences emerge liowever, when dental and non- 
dental expectancies are considered separately. Virtually no 
differences exist in the patterns of expectancies for boys and 
girls, children under 12, and those 12 or older on either the 
dental or non-dental items , but the rankings of the dental 
expectancies of innercity and non-innercity children do not 
agree ,altliough marked agreement can be observed in the rankings 
of tlie non-dental expectancies. Table 6 presents the mean ex- 
pectancy score for each of the five dental items for innercity 
and non-innercity children, and the ranks assigned to these scores. 
Although there is agreement between the two groups on their relative 
expectancies of breaking or cracking a tooth, and near agreement on 
tlie relative expectancies of a cavity, there are disagreements 
in 2 minor instances - on other expectancies. It is anticipated 
that the absolute differences between the mean expectancy levels 
for esch problem will be discussed in a future paper. 

Furthermore, when composite consistency scores for dental 
problems and non-dental problems are considered separately, signifi- 
cant differences are still observed between children under 12 and 
those 12 or older among non-dental expectancies for the entire 
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sample (t=>I.M8, p<.0005), as well as for innercity (t=3.10, 
p<.0005), and for non-iniiercity (t=3.32, p; .0005) cliildren. 

For dental items, these differences virtually disappear. 

Atic! . sex, and socio-economic differences in level of exp ectancy. 

A multiple analysis of variance (F test, 3, eh. 16) on 
composite expectancy scores revealed that sex, age (using 4 
different levels) , and area of residence are important deter- 
minants of expectancy of healtli problems. Girls liave significantly 
higlier expectancies tlian boys (F=8.83, p ^.01), older children higher 
expectancies than younger ones (F=11.08, p ^.001), and children from 
tlie non- inner ci-ty higher expectancies than those in the innercity 
(F=28.30, p <.001) . Moreover, there were significant interaction 
effects between age and area of residence (F=5.85, p 4,.001) indi- 
cating that the effect of these two variables is not merely 
additive but tliat they operate jointly to enhance prediction. 

For dental problem expectancies alone, only age seems to be 
a direct determinant of level of expectancy (F=5.53, p ^.001), 
and age and sex together interact significantly as determinants 
(F=5.14, p <.01) . For non-dental problems, sex, age, and area 
of residence again were significant determinants (F=10.26, 
p <.001; F=12.07, p <.001; F=56.13, p <.001) , and age and area 
of residence interacted significantly (F=6.08, P<. 001) as 
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In addition, overall expectancies of dental and non dental 
problems were significantly related for the entire sample (r=.44, 
p <.0005), for innercity (r=.M9, p <.0005), non-innercity (r=.43, 
p <.0005), male (r=.M7, p <.0005), female (r=.41, p <.0005), 
younger (r=.50, p <.0005), and older (r=.37, p <.0005) children. 
Consistency levels within dental and ncn-dental expectancies were 
also significantly related for the entire sample (r=.43, p <.0005), 
for innercity (r=.44, p <.0005), non-innercity (r=.42, p<.0005), 
male (r=.42, p <.0005) , female (r=.46, p <.0005), younger (r=.43, 
p <.0005) and older (r=41, p <.0005) children. 

DISCUSSION 

Stability of expectancy patterns . 

By far the most interesting finding of the study is the inde- 
pendence of the overall pattern of health problem expectancies from 
socio-economic status, as defined by area of residence. Possibly, 
however, socio-economic status has some specific, selective effect 
on the pattern of dental problem expectancies. One possible expla- 
nation can be found in the differential degree to which dental 
services are available and accessible to the two types of communi- 
ties. In the innercity, it can be reasonably assumed that dental 
services are far less available and accessible than in non-innercity 
areas . There is thus a greater likelihood that children in non- 
innercity areas will make preventive dental visits and will have a 
higher likelihood of cavities being discovered and a lower likeli- 
hood of cavities developing to the point whore a toothache is 
experienced. This could account for some of the discrepancies 



O 

EKLC 



10 



11 



between tlie ranking of expeetaneles for "cavities” and "tooth- 
aches" in tlie two groups. However, it is not a satisfaetory 
explanatioji. Prior rescareh sugjgested that a simple relationship 
bctvv^een experienee and expeetancy does not exist (6). Moreover, 
although there is some evidence in the present study that exper- 
iences of dental trauma are positively related to overall dental 
problem expectancy scores, and that innercity children report 
significantly greater numbers of such traumata, the levels of 
dental problem expectancies of the two groups are virtually 
identical: innercity, 3.66, non - inner c ity , 3.61. 

A more satisfactory explanation emerges when one considers 
the reduction of the number of problems to be ranked, which in- 
creases the disturbing effect of minor rank differences: even 

small discrepancies in rank orderings can destroy statistical 
significance with such a small number of items. Thus, the 
apparent attenuation of the correlation coefficients can 
readily be interpreted as a statistical artifact. As evidence 
of this, when the pattern of dental problem expectancies of 
dif f erent-.age , sex, and socio-economic groups is examined, a 
significant relationship again emerges among the 16 different 
sets of ranks (coefficient=.57 , p ^.01» Table 7). Apparently, 
increasing the number of rankings decreased the likelihood of 
minor rank differences destroying significance. And, in a 
similar vein, the 16 different groups show marked agreement in 
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tlioir rank;Lny;s of the; non-dental liealth problem expectancies 
(coefficient=.80, p ^.001). 

The levels of both expectancy and consistency within dental 
and non-dental problcMiis provide additional interesting contrasts, 
as well as a way of understanding the lack of developmental in- 
crease in consistency among dental problem expectancies. (Tliese 
findings arc based on comparing each child’s scores on some pair 
of variables and analyzing the difference between them by way of 
a t-test.) Children show significantly lower expectancies of 
dental than of non-dental problems; the mean dental problem 
expectancy for the entire sample is 3.63; for non-dental problems 
it is 4.33 (t=16.44, p<, 000001). They also show significantly 
higher levels of consistency among their expectancies of dental 
problems. The mean dental problem consistency score was 1.12. 

For non-dental problems it was 1.20 (note that a higher value 
represents lower consistency; t=3.67, p <.0003). Similar signifi- 
cant differences are also found when separate analyses are performed 
for inner and non-innercity children, and for children under 12. 
Among children 12 or older, only the difference in levels of 
expectancy is significant. In this group, the consistency 
levels of dental and non-dental problems is virtually identical: 
1.09 and 1.11, respectively. 

In the younger children observed in this study , consistency 
in dental problem expectancies is already appreciably higher than 
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consistency in xion-clcntal expectancies. Thus the increased 
interdependence within belief systems tliat theoretically occurs 
in older eliildren wil.l liave a greater chance to affect consis- 
tency in non-dental problem expectancies and tlius elevate them 
to tlie same level already attained at soine earlier age among 
dental problems . 

At some ago beyond the lower limit of tlie sample observed 
here, children apparently acquire a perceptual pattern of health 
problem expectancies that remains stable over time. In not one 
of these studies is there evidence that either sex-role differ- 
entiation in later childhood and adolescence or chronological 
development appreciably affect this pattern. The present study 
indicates, as well, that socio-economic status, defined in terms 
of innercity non-innercity reside ■. has no appreciably consis- 
tent effect on the pattern. 

Rokeach (8, pp. ^l0-42) has suggested that central beliefs, 
sudi as those about authority, the physical world, and the self, 
emerge very early in life, remain unquestioned , and appear self- 
evident to the person holding them. If beliefs about health 
problems represent some intersection of beliefs about the physi- 
cal world and beliefs about the self, then it stands to reason 
that these thus emerge early, remain unexamined , and impermeable 
to experience. 
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PcrooivCKl vulnorabilltv: a norsonallty characteristic . 

A second important finding is the continued replication of 
previous observations that in boys as well as girls , in younger 
as well as older children, in children coming from inner city as 
well as non-innercity areas, the degree to which a child expects 
some one liealtli problem is related to tlic degree to wliich ho 
expects otlior such problems. Such replication attests to the 
appropriateness of using overall expectancy scores for health 
problems in general, as well as for dental and non-dental problems. 
It also strengthens the assertion that pereeived vulnerability to 
health problems is a general personality character is tie, readily 
measured by overall expectancy scores and should become^ focal 
point for systematic research. It becomes reasonable at this 
point, moreover,, to use the phrase ’’perceived vulnerability” 
rather than overall or composite expectancies. 

The significant correlations between levels of perceived 
vulnerability to dental and non-dental problem expectancies 
indicate that the child who perceives himself as relatively 
likely to encounter non-dental problems also sees himself as 
being relatively likely to encounter dental problems, although 
the actual degree of perceived vulnerability to dental problems 
may be lower. A child who perceives himself as relatively in- 
vulnerable to non-dental problems also sees himself as being 
similarly invulnerable to dental problems. Together with the 
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significant correlations betv/een levels of consistency within 
dental and non-dental expectancies, these observations suggest 
tliat tliere is considerable similarity in the organization or 
patterning of the two types of beliefs, and that whatever psycho- 
logical factors are responsible for the level of perceived vua.ner- 
ability to one type of health problem might be similarly responsible 

for the other. 

Wliat are the antecedents of perceived vulnerability? Is 
it simply rooted in personal history of health problems, or is 
it some form of, or otherwise related to, anxiety and its con- 
comitant free-floating fear? How does it relate to aspects of 
health behavior? At what age does it begin to assume the stable 
organization that it exhibits in the research reported here and 
elsewhere? 

Analyses and research both in progress and projected should 
provide some answers to these questions. To the degree that 
perceived vulnerability to health problems becomes integrated 
with a body of research findings and behavioral theory, it will 
assure greater relevance and importance to public health pro- 
fessionals . 

Since this is a report of the third study in a series of 
continuing investigations, it becomes exceedingly difficult to 
consider that this or any of the preceding studies yielded 
spurious, non -replicable results. The existence of organized 
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patterns of health problem expectancies in individual children 
and in different groups of cliildren seems to be lU established, 
repcatably demonstrable set of events. Clearly, health beliefs 
as they are herein eonsidered, manifest the psyehological pro- 

pex*ty of interdependence as do other components of belief systems. 

/ 

P^'.ychologists should d^vercome the inertia exhibited in dealing 
with general liealth in contrast to mental health or psychoso- 
matics , and profitably begin to explore health related behavior 
as a meaningful regular human process. 

Age and consistency . 

A tliird important observation, that older children exhibit 
higher degrees of consistency than do younger ones, particularly 
among non-dental expectancies, also supports and corroborates 
previous research (2) , but the exact nature of the functional 
relationship between age and consistency remains undetermined. 

A correlation ratio (3, ch. 15) of .17 computed between age and 
consistency scores indicated that some overall relationship 
exists between the two, but a correlation coefficient of -.06 
between age and consistency scores indicated only a slight 
(albeit statistically significant, p ^.05) inverse relationship. 

A test for curvilinear ity (3, ch. 15) based on the difference 
between the value of these two coefficients, revealed a signifi- 
cant non-linear relationship. Apparently there is some decrease 
in error in the prediction of overall consistency if one knows 
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LJie c'JiJ.Icrs U|^ro bill thoi'C is no llndcir rolationsliip botwocn tlie 
two. Older children will show greater consistency than younger 
ones, but the relationship ciinnot be represented by a straight 
line, or by sojtio readily interpretable mathematical expression. 
Factors affecting perceived vulnerability . 

In contrast to the similarities observed in patterns of 
liealth problem expectancies in different sex, age, and socio- 
economic groups , actual levels of perceived vulnerability scores 
do vary ajnong these groups. Tlie failure of earlier research (1, 2) 
to reveal these relationships can be attributed both to the re- 
latively small sizes and to the greater homogeneity of the earlier 
samples . 

It is not surprising that older children show higher levels 
of perceived vulnerability than do the younger ones even though 
the differences between the expectancy levels of the two groups 
is not spectacularly large, e.g., those 12 and over have an over- 
all expectancy score of M. 25 compared to 3.94 for those under 12. 
IVliile the infant and very young child may perceive himself as 
being omnipotent and invulnerable to threats and dangers, part 
of the normal developmental process involves the child’s coming 
to terms with pain and stress and recognizing that these may be 
part of his experience. Additional analyses revealed that the 
relationship between age and perceived vulnerability is probably 
linear. 
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Tlie sex difforencGs in pGreeived vulnerability are also 
not surprising. It is apparent that socialization processes in 
contemporary Ajiicrican society operate differentially upon the 
sexes. Girls arc less likely than boys to be rewarded for rough 
and tumble, independent behavior; they are more likely to be 
Rewarded for "careful", polite dependency (e.g. , 9, pp. 289-293). 
This reinforcement pattern is likely to lead them to be overly 
coneerned and anxious about many aspects of their experience 
environment, particularly health and illness. Moreover, they 
are prone to admit more freely to these coneerns and anxieties 
than are boys. Mussen, Conger and Kagen (9, pp. 104-105) report 
some evidence - although not . conclusive - that neonate girls have 
somewliat lower pain thresholds than neonate boys. To the extent 
that such evidence is replicated it might serve as a basis for 
understanding the observed sex difference in health problem ex- 
pectancies: girls are more sensitive than boys to potential pain 

and stress. 

Wliat is m.ost interesting is the observation that children 
in the inner city have significantly lower expectancies of en- 
countering health problems tfian children in non-innercity areas, 
3.94 compared to 4.25 and significantly lower non-dental expee- 
taneies, 4.07 compared with 4.57. At first glance one would 
surmise that accessibility to and availability of health services 
would have some effect on the child ^s experience of illness and 
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health problems, that innercity ch.ildren would have more frequent 
encounters with liealth problems in the past than would non-inner- 
eity children and that such encounters and experiences would lead 
Iro a greater degree of antieipation oi similar problems in the 
future. IVliile no information was obtained on past l.istory of 
general health problems, innereity children do report a far 
greater number of traumatie reasons for their last visit to the 
dentist than do non-innereity ehildren simultaneously with no 
differenees in their expeetaneies of dental problems. These 
findings are consonant with inferences that can be made from 
evidence already available (e.g., 7, ch. 2) that the population 
sampled in the innercity would have lower expectancies than that 
sampled in non-innercity communities. 

Implications . 

Perceived vulnerability to health problems is relevant to 
public heal til professionals, particularly health educators and 
planners of health services, in a number of ways, primarily as 
an important determinant of taking specific health actions. 

The health-belief model (e.g., 10) suggests that the likelihood 
of a person taking some preventive or adaptive step is a function, 
among other things, of the degree to which he sees himself as 
being susceptible (vulnerable) to some health problem. Accor- 
dingly, attempts to elicit or shape soiiie particular health 
behavior should depend, in part, on changing the level of perceived 
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vulnerability, llaclncr and Kirscht (11) present evidence of 
tliis relationship at the same time indicating the difficulty 
encountered in attempting to alter perceived vulnerability in 
any large measure. 

Tlie observed consistency in health problem expectancies 
indicates that perceived vulnerability has a coherence and 
stability of its own. Consequently, attempts to modify 
individual components, i.e., expectancies of particular health 
problems, are likely to be unsuccessful. There is substantial 
psychological evidence that interdependent, or consistent, 
belief systems are remarkably resistant to this type of change 
(e.g., 8). On the other hand, attempts to alter the overall 
level of perceived vulnerability by focusing on a large number 
of its components in some rational way, might be more success- 
ful. Health educators might profitably channel their energies 
into programs and communications directed toward such a multi- 
problem attack. 

Moreover, such multi -problem attacks on perceived vulner- 
ability might have to begin at a very early age, perhaps even 
in kindergarten or in pre-school settings. If beliefs about 
vulnerability do, in fact, represent a group of central, 
’’primitive" beliefs, it is highly unlikely that they will 
change as readily during later childhood or adult years . 



O 

ERIC 



20 



21 



Tlie significantly lower levels of perceived vulnerability 
to dental problems compared to non-dental problems in the total 
sample, in iimercity, non -inner ci ty , younger and older children, 
together with the liigher consistency within dental problem ex- 
pectancies in all but older children, point to a problem of 
considerable relevance for dental health educators. Possibly, 
expectancies of dental problems are coherently organized around 
too low a level of perceived vulnerability either to permit a 
ready shift to a higher level of perceived vulnerability, or 
to facilitate adoption of some desirable dental health behavior. 
Since relative levels of perceived vulnerability as well as 
consistency witl"^ dental problems are related to their counter- 
part in non -dental problems and for the same reasons used 
above in suggesting a multi -problem attack (i.e., the psycho- 
logical evidence that consistent belief systems are remarkably 
resistant to piecemeal change), it would be appropriate to 
embed dentcil health communications and education programs 
within an overall health education program as a more effective 
way of modifying levels of vulnerability and/or health behaviors. 

Along with marked and increasing consistency in the organ- 
ization of health problem expectancies, overall levels of 
perceived vulnerability also increase with age, indicating to 
health educators that older children, particularly those 12 
and over, may be more amenable than younger ones to accepting 
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]iL'altii communications designed to elicit some preventive or 
adaptive behavior. (01 course, older children may also have 
greater levels of control over their own behaviors than younger 
ones.) Since tlie relationship between age and consistency is 
not linear, longitudinal research in progress might hopefully 
reveal particular ages wlierc some combination of level and 
consistency of perceived vulnerability offers greatest promise 
of acceptance of health messages. 

In addition, the observation that even for those children 
12 and older, the average perceived vulnerability score was 
M.25, indicates only a slight tendency to perceive suscepti- 
bility. Tliis suggests that American adults do not view them- 
selves as generally vulnerable to health problems. Even more 
important, is the significantly lower level of vulnerability 
for the children in the inner city, which indicates that large 
segments of tlie population most in need of health services 
manifest psychological dispositions that serve as barriers to 
their utilization of such services. Miether such dispositions 
reflect psychological defenses that facilitate coping with the 
all-too-threatening real health problems faced by this social 
group, a set of norms acquired through socialization, or some 
combination of these, cannot be determined from available data. 
What does emerge to confront health professionals is the problem 
of how to increase this level to enhance utilization of health 
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serviccis 5 par tJ.culii.ply whcin tlicjsG arc made more readily 
avai.lablG and accessible to all segments of the population. 
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Table 1. Mean expectancy scores for total 



sample of 774 children 



Expectancy 


Mean 


Rank 


Break tooth 


3.03 


1 


Accident 


3.24 


2 


Pull teeth 


3.42 


3 


Missing school because of sickness 


3.52 


4 


Flu 


3.63 


5 


Rash 


3.66 


6 


Gums to bleed 


3.72 


7 


Toothache 


3.82 


8 


Cavity 


4.18 


9 


Fever 


4.51 


10 


Sore throat 


4.71 


11 


Cold 


4.91 


12 


Cut finger 


4.98 


13 


Headache 


4.99 


14 


Upset stomach 


5.16 


15 



NOTE : The expectancy scores themselves range from 1 

(lowest) to 7 (highest) ; the means are then ranked from 1 to iS 
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Table 2. Mean expectancy scores and rankings 
for 750 children, by age group 



Expectancy 


Under 12 
(N = 


years 

357) 


12 and 
(N 


older 
= 393) 




Mean 


Rank 


Mean 


F.ank 


Break Tooth 


2.83 


1 


3.20 


1 


Accident 


3.03 


2 


3.41 


2 


Pull teeth 


• 3.32' 


3 


3.53 


3 


Missing school 
of sickness 


because 

3.43' 


5 


3.60 


4 


Flu 


3.36 


4 


3.89 


7 


Rash 


3.60 


6 


3.67' 


5 


Gums to Bleed 


• 3.'68‘ 


7.5 


3.75 


6 


Toothache 


3.68 


7.5 


3.92 


8 


Cavity 


3.99 


9 


4.34 


9 


Fever 


4.39 


10 


4.64 


10 


Sore throat 


4.46 


11 


4.95 


11 


Cold * 


4.73 


13 


5.11' 


12 


Cut finger 


4.71 


12 


5.25 


14 


Headache 


4.89 


14 


5.12 


13 


Upset stomach 


5.00 


15 


5.31 


15 



NOTE ; The expectancy scores themselves range from 1 
(lowest) to 7 (highest) ; the means are than ranked from 1 to 15. 
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Table 3 



Mean expectancy scores and rankings 
for 774 children, by sex 





Boys (N = 


397) 


Girls 


(N = 377) 


Expectancy 


Mean 


Rank 


Mean 


Rank 


Break tooth 


2.97 


1 


3.10 


1 


Accident 


3.28 


2 


3.19 


2 


Pull teeth 


3.34 


3 


3.51 


3 


Missing school 
of sickness 


because 

3.45 


5 


3.60' 


4 


Flu 


3.37 


4 


3.89 


7 


Rash 


3 .56 


6 


3.76 


6 


Gums to bleed 


3.73 ' 


8 


3.71 


5 


Toothache 


3:70 


7 


3.94' 


8 


Cavity 


4.10 


9 


4.26 


9 


Fever 


4.33 


10 


4.7l' 


10 


Sore throat 


4.56 


11 


4.88 


11 


Cold 


4.67 


12 


5.]6 


14 


Cut finger 


4.99 


14 


4.98 


12 


Headache 


4.88 


13 


5.11' 


13 


Upset stomach 


5.03 


15 


5.29 


15 



NOTE : The expectancy scores themselves range from 1 

(lowest) to 7 (highest); the means are then ranked from 1 to 15. 
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Table 4. Mean expectancy scores and 
rankings for 774 children, by area of residence 





Inner 


City 


Noninner 


City 


Expeetaney 


Mean 


Rank 


Mean 


Rank 


Break tooth 


3.15 


2 


2.92 


1 


Aeeident 


3.10 


1 


3.36 


3 


Pull teeth 


3.80 


7 


3.07 


2 


Missing school 
of sickness 


because 

3.47 


5 


3.58 


4 


Flu 


3.35 


3 


3.88 


7 


Rasli 


3.48 


6 


3.83 


6 


Gums to bleed 


3.43 


4 


3.99 


8 


Toothache 


3.97 


8.5 


3.67 


5 


Cavity 


3.97 


8.5 


4.37 


9 


Fever 


4.21 


10 


4.79 


10 


Sore throat 


4.32 


11 


5.08 


11 


Cold 


4.71 


14 


5.09 


12 


Cut finger 


4.58 


12 


5.36 


14.5 


Headache 


4.59 


13 


5,36 


14.5 


Upset stomach 


4.95 


15 


5.35 


13 



NOTE; The expectancy scores themselves range from 1 
(lowest) to 7 (highest) ; the means are then ranked from 1 to 15 
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Upset stomach 



cont. Table 5. Rankings of expectancies for children in 16 age/sex/area groups 
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NOTE: The expectancy scores themselves range from 1 (lowest) to 7 (highest) ; the means 



Table 6 . Mean dental problem expectancy 



scores 


and rankings 


for 774 


children, by 


area 




Inner 


city 


Non inner City 




(N = 


372) 


(N 


= 402) 


Expectancy 


Mean 


Rank 


Mean 


Rank 


Break tooth 


3.15 


1 


2.92 


1 


Pull teeth 


3.80‘ 


3 


3.07 


2 


Gums to bleed 


3.43 


2 


3.99 


4 


Toothache 


3.97 


4.5 


3.67 


3 


Cavity 


3.97 


4.5 


4.37 


5 



NOTE; The expectancy scores themselves range from 
(lowest) to 7 (highest) ; the means are then ranked from 1 
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SUMMARY 



A stucly in May 19G9 continued to replicate and extend research 
dealing with children’s perceptions of vulnerability to health pro- 
blems: Responses of 774 children, 8 to 17 years old, to 15 questions 

about the likelihood of encountering various health problems confirmed 
previous results indicating that perceived vulnerability is consis- 
tent across healtli problems. As in previous researeh, pereeptions of 
vulnerability were predietably less consistent in younger children 
than in older ones. Moreover, a consistent pattern of expectancies 
was found that was not affected by age, sex, or socio-economic 
factors measured in terms of area of residence. 

Tliese results have relevance for public health professionals 
concerned witli the content and timing of educational programs. For 
example, evidence continues to suggest that health educators inter- 
ested in heightening children’s perceptions of vulnerability, as a 
first step in shaping or inducing adaptive health behaviors, might 
find it appropriate to deal with a child’s entire set of such per- 
ceptions ratlier than with the expectancies of one particular problem. 
And, there is some evidence to suggest that dental health education 
programs be included in a comprehensive health education program. 
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